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Appendix 1

National HCFA 1500 Claim Form Sample
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12. INSURED'S 1.0 NUMBER
1234567890
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2P5-003

4. INSURED'S NAME (Last Name. First Name, Miidie nkial)

5. PATIENT'S ADDRESS (No.. Street}
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7. INSURED'S ADORESS (No., Sirset)

ciTY STATE | 8. PATIENT STATUS oIy STATE
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MM : oD ' YY INJURY ( GIVE FIRST DATE MM po M DD

FROM TO

I.M. Rcferringr MD

17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE

172,15, NUMBER OF REFERAING PHYSICIAN
B12345

78, IOSPITALIZATION DATES RELATED TO GURRENT {EAVICES
MM DD YY WM, DD . YY
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20. OUTSIDE LAB?
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21. DIAGNOSIS OR NATURE OF RINESS OR INJURY. (RELATE ITEMS 1.2.3 OR 4 TO (TEM 24€ 8Y LINE) j

2. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.

1.435.9. — it |23 PRIGR AUTHORIZATION NUNBER
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3 L | '
i L | :
\ . ! Recipient
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31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(1 cartify that the stajements on the reverse
apply 1o this O and are Made a pen thereat.)

32. NAME AND ADDRESS OF FACHLITY WHERE SERVICES WERE
RENDERED (1 other than home or ofice)

I.M. Nursing Home
506 Willow

33. PHYSICIAN'S. SUPPLIER'S BILLING NAME, ADDRESS. ZIP CODE
& PHONE »

I.M. Billing
1 W. Williams

I.M. Provider MM/DD/YY
SraneD _oare Anytown, WI 55555 enAnytown, WI 555?(53”. 87654300

“————————— PHYSICIAN OR SUPPLIER INFORMATION

(APPROVED BY AMA COUNCK. ON MEDICAL SERVICE 8/88)

PLEASE PRINT OR TYPE

FORM HCFA-1500 (12-80)
FORM OWCP-1500 FORM RRAB-1500



